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Slated Meeting, October //, 1899. 

The President, A. J. McCo.su, M.D., in the Chair. 


FRACTURE OF TIUC IIUMERUS, WITH PARALYSIS OF 
THE MUSCULO SPIRAL NERVE. 

Dit. Ii. Fakquhar Curtis presented a lad sixteen years old, who, 
in December, 1898, sustained a fracture of the humerus in its middle 
portion, together with a fracture of the forearm. The fractured 
humerus united, but complete musculo-spiral paralysis followed, and 
when the boy came under Dr. Curtis’s observation at Bellevue Hos¬ 
pital, on February 1, 1899, be found a condition of complete wrist¬ 
drop, with extensive atrophy of the muscles of the forearm and 
hand. 

On March 7 Dr. Curtis made an incision over the humerus at the 
point of fracture; he found the nerve continuous, but it was dis¬ 
placed by the fragments, which were fairly well aligned, although 
there was some overriding, and at the upper end of the lower frag¬ 
ment the nerve was caught so that it was carried up and passed at 
almost right angles across the back of the humerus. This had resulted 
in stretching the nerve, and a cicatrix bad formed about it, so that it 
was closely bound down to the bone, and its diameter had become 
reduced to about one-third its normal size for a distance of about 
three inches. 

With some difficulty the nerve was freed from the cicatricial 
tissue which bound it down. The wound healed by primary union, 
but no improvement was noticed in the functions of tire arm until 
July. Since then steady improvement has occurred, and at the 
present time almost full [rower in the arm and band has been re¬ 
gained. 
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Stated Meeting, October 23, !&()<). 

The President, A. J. McCosn, in the Chair. 


STRICTURE OE THE (ESOPHAGUS TREATED BY 
GASTROSTOMY. 

Dr. II. Farquhau Curtis presented two cases, for the description 
of which see Annals of Surgkry, March, 1900. 

Dr. Gkorge Wooi.sey said that a number of years ago he had 
reported before the Society a case of stricture of the cesophagus of a 
cicatricial nature, in which he had resorted to the elastic tube. In 
the case he referred to no bougie could be passed beyond a point ten 
inches from the teeth. After opening the stomach, he introduced a 
small bougie with a string attached from below, and tried to cut the 
stricture by the “string-saw” method, but this proved only partly 
successful. He then introduced a large perineal drainage tube, under 
tension, and left it in situ for about a week. This tube had been in¬ 
troduced with some difficulty, but it came out with the greatest ease ; 
and it was very perceptible that the elastic pressure it had exerted had 
materially increased the caliber of the stricture, which was then further 
cut by the string saw and dilated with large bougies without much 
trouble. 

EPITHELIOMA OF THE MOUTH AND TONGUE. 

Dr. William II. Coley presented a man forty seven years old 
who had already been shown by Dr. Coley at a meeting of the 
Society last May. The disease was first noticed in February, 1899. 
It began in the floor of the mouth, the tongue being only secondarily 
and slightly involved. At the first operation, in February, the dis¬ 
eased area in the floor of the mouth was removed. The glands in 
the neck were not enlarged. The disease rapidly recurred, and in 
April, 1899, a second operation was undertaken, following a prelimi¬ 
nary tracheotomy and complete removal of the glands in the neck 
five days before, The second operation was a very extensive one, 
involving the removal of the floor of the mouth and the greater por¬ 
tion of the tongue. Since the second operation there has been no 
recurrence either locally or in the neck, and with the stump of the 
tongue the patient is able to make himself easily understood. 
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Dr. Roeert II. M. Dawbarn called attention, as perhaps being 
the main objection to complete extirpation of the tongue, to the 
danger of setting up a schluchlpneumonie from the inhalation of fetid 
saliva. This danger is minimized by keeping the patient in an in¬ 
verted position for two or three weeks after such an operation, or until 
he becomes able once more to control his epiglottis, and hence to 
swallow without coughing. In this position the saliva is prevented 
from entering the larynx by gravity. 

In dealing with inoperable growths supplied by the external 
carotids, Dr. Dawbarn said that the method which he devised of 
starving them by excising the entire length of both these arteries 
offers much hope, so far as lie can now judge after nearly four years’ 
time and more than a dozen instances. The operation is not espe¬ 
cially difficult nor much worse in prognosis than a simple double liga¬ 
tion of the same vessels. He expressed the hope that other surgeons 
would also try it, at least in recurrent cases. 

DOU 11 LE RESECTION OF THE BOWEL (LARGE AND 
SMALL INTESTINE) FOR CARCINOMA OF 
THE C/ECUM. 

Dr. W. B. Coley reported the following case: 

On May 18, r8gg, he was consulted by the patient, himself a ' 
physician, who gave the following history: He was forty-three years 
of age, and had always enjoyed good health until a year ago, when 
he had what he believed to be a slight attack of appendicitis. The 
sudden onset, pain, and local tenderness, with marked resistance in 
region of appendix, temperature of 102° F., associated with consti¬ 
pation, all pointed almost conclusively to an inflammation of the 
appendix. After a few days the attack subsided. 

In October, r8gg, a second similar attack occurred, necessitating 
the patient keeping in bed a few days. During this attack a small 
tumor could be felt; but after the attack subsided the tumor almost 
entirely disappeared, though a slight induration could still be felt. 
About this time he began to develop symptoms of indigestion, and 
the constipation became more troublesome. There was no loss of 
flesh or strength. The small painful area of induration becoming 
slowly larger, and the constipation becoming worse, he decided to 
undergo operation, and on April 6, iSgg, operation was performed by 
Mr. Irving W. Cameron, at the Toronto General Hospital, for what 
was supposed to be chronic appendicitis, for up to this time there was 
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no reason for believing any other trouble existed. The condition 
found is thus described by Mr. Cameron : 

“A mass the size of the terminal point of two thumbs occupied 
the mesocolic side of the caput coli, projecting into the lumen of the 
bowel, and invading the mesocolon, in which some glandular enlarge¬ 
ment could be felt; the part which had invaded the mesocolon had 
contracted attachment to the mesentery of a loop of small intestine 
which overlay the mass and had grown through the mesentery just at 
its attachment to the gut (but seemingly not involving the bowel 
wall), and fungating on the farther side in a wart-like projection at 
the free border of the greater omentum, and presumably at one time 
in contact with the tumor, was a caulifiower-like growth, white in 
color and about the size of the little-finger nail, and somewhat 
spherical in shape. This, with attached portions of mesentery, was 
removed and subjected to the microscope, and showed typical col- 
unmar-celled carcinoma. Nothing else abnormal was observed.” 

Not being prepared for such a serious operation as the removal of 
the growth would have necessitated, the wound was closed ; primary 
union followed. 

The situation was fully explained to the patient by Mr. Cameron, 
and, though the chances of recovery were regarded as by no means 
certain, a further radical operation involving a double resection of 
the bowel was proposed and advised. Other opinions being against 
operation, the patient consulted Dr, Coley as to what course to pursue. 
In view of the patient’s good general condition and the exact knowl¬ 
edge already obtained as to the conditions present, he believed that 
there was a fair chance of surviving the double resection, and that 
with thorough removal of the disease there was a reasonable hope of 
permanent cure. At least, if recovery from operation followed, life 
would be much prolonged and rendered far more comfortable. Dr. 
William T. Bull also advised radical operation. 

Physical examination at this time showed a recent linear cicatrix 
in the right iliac region. On palpation a small tumor about the size 
of a goose egg could be detected in the region of the appendix. It 
was but slightly tender on pressure and was not very firmly fixed. 
There had been very slight loss of flesh. 

The bowels could be moved only by the use of powerful cathartics, 
and the constipation was steadily becoming more and more obstinate. 
Three days were spent in preparing the patient for operation, evacu¬ 
ating the intestinal tract as completely as possible, and rendering 
sterile the field of operation. 



A’A’ir YORK SURGICAL SOCIETY. 


2. 16 

Operation was performed May 26, 1899, under chloroform anaes¬ 
thesia, Dr. Hull rendering most valuable assistance. 

An incision four and one-half inches long was made slightly to the 
inner side of the old cicatrix and nearly parallel with the rectus muscle. 
On opening the abdominal cavity the caecum was found firmly held 
down by adhesions in the iliac fossa. In the upper and most promi¬ 
nent part of the caecum was found a hard tumor involving the wall of 
the caecum for a distance of three inches. A loop of small intestine 
was firmly adherent to the most prominent part of the caecal tumor, 
and apparently already involved by the neoplasm. The condition 
found was, in a word, exactly as described by Mr. Cameron; hence a 
double resection was necessary. 

The caicum was firmly bound down in the iliac fossa by adhe¬ 
sions. These were first freed, permitting the caicum and tumor to be 
lifted as high as the level of the external wound. The loop of adhe¬ 
rent small intestine was then divided on either side of the tumor, and 
the ends united by the aid of a circular Murphy button. The ileum 
was next divided just above its junction with the crecum, and then the 
ascending colon was cut across well beyond the limits of the growth, 
thus permitting the complete removal of the crecum and adherent loop 
of small intestine. 

The ends of the ileum and colon having been securely sutured, a 
lateral incision was made in the colon and ileum about two and one- 
half inches from the ends, and the oblong button was introduced. 
In both cases the buttons were reinforced by means of interrupted 
Lcmbcrt sutures. No enlarged glands could be found. The wound 
was then closed with iodoform gauze drainage. The time of opera¬ 
tion was but little over one hour, and the patient’s condition at the 
end was excellent. The pulse was 80, and no stimulation had been 
required. 

He made an uninterrupted recovery. The buttons were both 
passed at the same time on the ninth day, and he returned to Canada 
on the twentieth day. He gained nearly ten pounds in weight, and 
when last heard from, October 27, five months later, he was in excel¬ 
lent health, with no evidence of return. 

The case is one of considerable pathologic interest, since it fur¬ 
nishes additional proof of the possibility of cancer extending to other 
parts by contiguity. 

The following is the microscopical report, made by Dr. H. H. 
Buxton, of the New York Memorial Hospital: 

Specimen sent for examination by Dr. Coley, consisting of a por- 



Tit A TIMA TIC RUPTURE OF LIVER, KIDNEY, AND LUNG. 247 

tion of the large intestine, to which is attached a fragment of the 
small intestine. The catcum and the ascending colon for a short dis¬ 
tance above it are the seat of a neoplasm which extends by continuity 
to the piece of the small intestine, the walls and mucous membrane 
of which are also involved. The vermiform appendix is not distin¬ 
guishable in the gross specimen, blit one of the sections shows 
mucous membrane which appears to belong to it. 

Microscopically the tumor consists of alveoli, lined by a single 
layer of epithelial cells, lying in a matrix of connective tissue and 
partly also of the muscular wall of the intestine. 

The alveoli are filled with mucus discharged from the epithelial 
cells, and in most places the lining epithelium has disappeared, leaving 
simply a mass of mucoid material. 

The tumor is, therefore, to be classed with the malignant ade¬ 
nomata (adenoma dcstruans) which so frequently occur in the in¬ 
testine. 

TRAUMATIC RUPTURE OF THE LIVER, KIDNEY, 
AND LUNG. 

Dr. Alexandkr 13 . Johnson presented a boy, aged seven years, 
who was brought by an ambulance at five o’clock in the afternoon of 
April 14, 1899, to the Roosevelt Hospital. 

Shortly before, while playing in the street, he had been knocked 
down by a heavy wagon, one or more of the wheels of which had 
passed across the middle of his body. Upon admission he was suffer¬ 
ing from a marked degree of shock. His skin was cold and bathed 
in a clammy sweat; he was pale; his pulse was rapid and weak, and 
his respiration superficial. He vomited occasionally small quantities 
of clotted blood and mucus. There were no wounds of the skin 
except two abrasions upon the right side of the thorax, near the 
clavicle. The abdomen was distended moderately, uniformly tender, 
and gave the signs of free fluid in the abdominal cavity. He ap¬ 
peared to be in a dying condition, and was stimulated by means of 
whiskey and strychnine hypodermically. 

At 6.30 p.m. a median abdominal incision was made from the 
ensiform cartilage to the umbilicus. Upon opening the peritoneum 
considerable fluid blood, together with numerous small fragments of 
liver tissue, escaped. The alimentary canal was inspected throughout, 
no rupture was found. 

Blood appeared to be flowing from between the upper surface of 
the right lobe of the liver and the diaphragm. 
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ICxamination of ihc right kidney revealed a transverse rupture of 
the organ, which appeared to extend nearly through its entire sub¬ 
stance. 

The peritoneum in front of the kidney was not torn, and the 
hannatoma was so small as scarcely to be noticeable. The spleen and 
the left kidney were not injured. 

The hand was introduced between the liver and the diaphragm, 
n ragged tear was felt in the right border of the right lobe of the 
liver not far from the posterior surface of the organ. The suspensory 
ligament of the liver was then partly divided and the anterior border 
of the right lobe was depressed. 

It could then be seen that the right lobe of the liver had been 
torn away from its posterior attachment to the diaphragm, leaving 
the extreme right portion of the right lobe still attached. The fissure 
between the two portions of the liver gaped widely. The edges of 
the fissure were extensively pulpificd. The bleeding had almost 
ceased. The peritoneal cavity was thoroughly flushed with hot 
normal salt solution, and dried with pads of gauze. The right border 
of the fissure in the liver was lightly packed with sterile gauze, which 
was led out over the upper surface of the liver through the abdominal 
wound. The liver was then pushed back into place and held there 
by a large wedge of sterile gauze pressed against its posterior border 
and lower surface. At this time the patient was in a condition of 
collapse, which was, however, relieved by an intravenous infusion of 
i too cubic centimetres of saline solution at a temperature of ii8° 
Fab. 

Upon the following day the entire right side of the patient’s 
thorax was the seat of subcutaneous emphysema. Careful search 
failed to reveal a fractured rib. 

lie coughed and expectorated small amounts of bright fluid and 
clotted blood from time to time. 

I Ic remained exceedingly weak, and was nourished chiefly by 
nutrient enemata for the first twenty-four hours. For three days his 
urine contained a moderate amount of blood. His temperature was 
moderately elevated for several weeks, and his pulse remained rapid, 
not becoming as slow as 120 until the tenth day. 

Considerable oozing of blood persisted for several days into the 
dressings, which was followed by a bright yellow, thin discharge, 
profuse in amount, and suggesting eggnog in appearance. This 
resemblance was so marked that the child believed that the eggnog 
which he drank escaped immediately through the wound. It was 
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thought possible that an opening might exist in the (esophagus at its 
junction with the stomach, but methyl blue solution administered by 
mouth did not appear in the wound. 

Microscopic examination showed the discharge to consist of dis¬ 
integrated liver tissue and pus, and chemical tests showed the presence 
of bile. 

The convalescence of this patient was very slowly established. 
He remained delirious or semi-unconscious and apathetic for nearly 
one month; the large, deep cavity continued to discharge freely, and 
diminished in size very slowly indeed. He was not in an afebrile 
condition until the middle of May, or one month after the injury. 
It was two months before the wound of the abdomen was entirely 
healed. He remained in bed until the end of six weeks, after which 
his nutrition improved rapidly, and he left the hospital August 6, 114 
days after the injury, well nourished and physically active, with a 
comparatively small and firm abdominal scar. 

II-.EO-CJECAL INTUSSUSCEPTION, WITH COMPLETE IN¬ 
TESTINAL OBSTRUCTION FOR FIVE DAYS. 

Dr. George E. Brewer presented a patient, aged seventeen 
years, who was admitted to the service of Dr. Gerster, at Mount Sinai 
Hospital, on September 30. 

Five days before admission he experienced very acute paroxysmal 
pain in the abdomen, accompanied by nausea, vomiting, and fever. 
The vomiting continued for two days, the pain and fever continuing 
without interruption up to the time of his admission. During this 
period there was no movement of the bowels, not even gas passing 
by the rectum, although cathartics were administered. 

Upon examination shortly after his admission, the general con¬ 
dition of the patient seemed fair, the abdomen was moderately dis¬ 
tended and tender over the epigastric and left iliac regions. There 
was a moderate amount of muscular resistance, and an indefinite 
sense of resistance over the lower part of the left hypochondriac and 
inguinal regions, suggesting a fecal accumulation. Rectal examina¬ 
tion negative. 

Small doses of calomel were ordered, to be followed by salts and 
a high ox-gall enema. This resulted only in an increase of the pain 
and a very small movement of bloody mucus and the returning 
enema fluid. 

The following morning the mass in the left inguinal region was 
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more easily appreciated, and, as rectal examination revealed the 
presence of a large characteristic mass of invaginated intestine, an 
immediate operation was determined upon. 

Under chloroform anesthesia a median incision was made in the 
abdominal wall, which was to be enlarged until it reached from the 
ensifortn to the pubic crest. The sigmoid, descending and distal 
two-thirds of the transverse colon, was found to be distended with a 
mass of invaginated gut, consisting of the hepatic flexure, ascending 
colon, cecum, and about eighteen inches of the ileum, the point 
where the ileum entered the conical orifice of the colon being just 
below the pyloric extremity of the stomach. 

All efforts to reduce the invagination by traction upon the ileutn 
and its mesentery, or by taxis through the walls of the sigmoid or 
descending colon, were ineffectual without the application of a dan¬ 
gerous amount of force. The patient was, therefore, placed in the 
Trendelenburg posture, and the rectum slowly distended with a large 
volume of salt solution. This appeared to break up some adhesions 
in the lower part of the colon, as the presenting mass could then be 
pressed upward well into the descending colon. While this mass was 
firmly held by an assistant and gently pressed upward, traction was 
again made upon the ileum, but without success. After a number of 
similar efforts, it <vas found that, if the finger was introduced between 
the ileum and colon at the point where the former passed into the latter, 
the peritoneal adhesions could easily be broken down and a cuff 
of the colon turned back, thus liberating a few inches of the small 
intestine. After this procedure had been repeated a number of times, 
it was found that traction, with taxis below, through the walls of the 
gut, began to liberate the invaginated mass, which was finally com¬ 
pletely reduced. The walls of the crecum and last few inches of the 
ileum were greatly infiltrated, of a dark-brown color, and entirely 
devoid of lustre. There was great cedcma of the mesentery, and in 
places numerous blebs filled with dark fluid. In a number of places 
the mesentery was torn by the traction and other necessary manipu¬ 
lations. These were united with catgut, together with several peri¬ 
toneal tears of the cascum and ascending colon. 

As soon as the intussusception was reduced, gas and fluids were 
seen and heard to pass from the ileum into the colon. 

The cascum was stitched to the lower angle of the wound, as it 
was thought it would slough, and gauze packing placed about it. 
The remaining portion was united with silkworm gut, and the usual 
dressings applied. As the operation was long and severe a consid- 
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crablc amount of sliock followed, which was, however, relieved by 
appropriate treatment. The bowels were moved on the second day, 
and the patient recovered without an untoward symptom. 

A FURTHER CONSIDERATION OF INTUSSUSCEPTION. 

I)r. John F. Erdmann read a paper with the above title, for 
which see page 180. 

Dr. Hrkwkr referred to a case of intussusception in which he had 
made an intestinal anastomosis by the Maunsel method as advised by 
Dr. Erdmann in his paper. The case was one in which the obstruc¬ 
tion had existed for six days, when the patient was brought to the 
City Hospital, and for two days prior to her admission there had 
been fasc.nl vomiting. There was a well-marked tumor, about seven 
inches long, in the ileo-caacal region, with distinct signs of intussus¬ 
ception. An operation was at once resorted to. The caecum was 
opened by a longitudinal incision of its anterior wall, the invaginated 
gut delivered and cut off, the ends united by interrupted silk sutures, 
and the cecal and abdominal wounds closed. The patient died a few 
hours later. Her condition' at the time of the operation was one of 
extreme gravity, the pulse being 140, with a subnormal temperature. 
The operation only lasted a few minutes, reduction being quickly 
accomplished. 

Dr. Wh.i.y Mkvkr said he had operated for intussusception in 
young children three times, and in all three instances a certain 
amount of fever and peritonitis was present. This lie attributed 
largely to the delay caused by the temporizing methods of treatment 
after the diagnosis had been made. The speaker said lie was positive 
that he had seen patients injured by the attempts made to reduce 
the gut by means of the injection of water, or the old-fashioned method 
with the help of a siphon of seltzer. The intussusception is usually 
of the ilco caecal variety, and in dealing with such a condition the 
injection of even quarts of water will fail to produce any effect. If 
it really does, it will be a rare exception. 

Dr. Meyer said that in operating on these delayed cases he would 
advocate the same course that is followed in dealing with a case of 
perforative appendicitis. The infected peritoneal cavity should be 
carefully washed out with salt solution and satisfactory drainage es¬ 
tablished, in order to overcome the inflammation of the peritoneum; 
otherwise, the case will invariably result fatally. The speaker said 
that in one case coming under his observation the intussusception of 
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the ileo-crccal variety readied so low down that it could be easily felt 
through the rectum; reduction, as well as an ileo-rectostomy, was 
impossible. An artificial anus was established, but the case ended 
fatally. Me had also operated on two cases of chronic intussuscep¬ 
tion, both had been due to intraintcstinal tumor. In a boy of nine 
he had resected the ascending and half of the transverse colon. The 
intussusception had been of many weeks’ standing. End-to-end anas¬ 
tomosis with Murphy’s button; the patient recovered from the 
operation very nicely. Ten weeks later lie died from intra-abdominal 
metastascs. The second patient was a woman in the forties. She 
first presented symptoms of subacute appendicitis. Suddenly she 
vomited frccal matter. Immediate abdominal section showed an in¬ 
tussusception at the lower end of the ileum, produced by an intra- 
intestinal sessile angiosarcoma. Resection of the bowel; end-to-end 
anastomosis with Murphy's button ; recovery. 

STRANGULATED FEMORAL HERNIA. 

Du. Dawbarn reported the case of a man, fifty years old, who 
was suffering from an attack of acute intestinal obstruction which 
had lasted three days, when Dr. Dawbarn was called in consultation. 
He had pain in the epigastrium, which extended over a good part 
of the abdomen and gradually to the right appendical region, and 
was beginning to have ftecal vomiting. With his body in an inverted 
position it was found that his bowels were able to retain nearly a 
gallon of warm water; thus excluding the large gut as being the seat 
of the obstipation. His abdomen was quite tympanitic. 

As there were no definite signs as to where the seat of the trouble 
lay, Dr. Dawbarn said he followed the rule of NiSlaton, as formulated 
in 1842, in dealing with acute intestinal obstruction of some unknown 
part of the small intestines, and made the incision in the right in¬ 
guinal region. There were no evidences of intussusception nor of 
volvulus, nor of internal strangulation; but the loop of the bowel 
brought to view was very much congested. After following this up 
for two or three feet an artificial anus was established at the wound. 
It was not followed up further on account of the tympanitic condition 
of the abdomen, which would have rendered impossible, without a dan¬ 
gerous degree of handling, the return of the intestines to the cavity. 
During his examination, Dr. Dawbarn said he noted a lump in the right 
groin, about or below l’oupart’s ligament. It was, perhaps, the size of 
a chestnut, and he took it to be a large lymph-node. It seemed not 
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inflamed. The family doctor alluded to this lump as having observed 
it, but said the patient had had neither pain nor tenderness there. 
No further attention was paid to it. 

The patient died unrelieved four or five days after the operation, 
and at the autopsy, the tumor in the right groin, which he had Jaken 
for a lymph-node, proved to be a strangulated femoral hernia (al¬ 
though in a man), which could probably have been easily relieved at 
the time of the operation had it been recognized as such. 

Dr. Dawbarn added that he recorded the case as a conscientious 
duty. It had taught him a bitter lesson, and hereafter, in acute in¬ 
testinal obstruction of doubtful position, subjected to the knife, he 
would invariably examine the hernial regions from within, and this, 
no matter where the pain and tenderness had been seated. 


Slated Meeting, November S, 

The President, A. J. McCosh, M.D., in the Cha r. 

ECHINOCOCCUS CYST OF THE LIVER. 

Dr. Percivai. R. Hoi.ton presented a man, aged eighteen years, 
born in Italy, who was admitted to the hospital on September 16, 
1899. Three years ago he came to this city from Italy. After re¬ 
siding here one year he began to suffer pain in his left chest, had 
occasional coughing spells, and for one day and night coughed up 
and also vomited a considerable amount of blood. He sweats and 
has coughing spells at night. Last winter he weighed 1.19 pounds. 
When admitted he weighed 123 pounds. 

One year ago he began to suffer pain in his right side along 
free border of the ribs. Pain was greatly increased when he raised 
his right arm, and prevented him from working. Also felt pain in 
same place when defecating. Pain sometimes radiated towards back. 
About two months ago noticed that he was losing weight and strength. 
Began to suffer considerable pain through chest generally, especially 
when defecating. Bowels irregular; some days no movement, other 
days three or more. One month ago consulted Dr. Stella, who dis¬ 
covered a tumor in the right hypochondrium, apparently connected 
with the liver. Patient had not noticed it, and after learning of its 
presence did not observe any increase in its size. 

On admission his temperature was 98° K., respiration 20, and pulse 
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So. He was fairly well nourished. In his right hypochondrium there 
was a globular mass about three inches in diameter. On deep inspi¬ 
ration this mass descended to about the middle of the right lumbar 
region, was firm in character, and percussed fi.it. It was apparently 
attached to the liver. No tenderness or pain. Urine negative. 

September 20 a vertical incision was made over the tumor, be¬ 
ginning at a point three and one-half inches from mid-line, and ex¬ 
tending from border of ribs downward about two and one-half inches. 
Peritoneum opened, and on examination a globular tumor about the 
size of an orange was found projecting downward .from the right lobe 
of the liver. Tumor was regular in outline, grayish in color, and on 
aspiration found to contain clear, colorless fluid. The cyst walls were 
sutured to the upper margins of the incision, leaving a strip of the 
wall exposed in apex of wound. Lower portion of abdominal incision 
closed, peritoneum being brought well up to cyst wall. 

Examination of fluid aspirated negative for booklets. Seven days 
later the cyst was opened, and about six ounces of fluid obtained. 
Cavity was irrigated with hot-salt solution, and then packed with 
iodoform gauze. At night packing removed, cavity irrigated, and 
warm boric acid solution t to 25 and fresh packing inserted. 

* Sutures removed October 8. Wound has been dressed daily as 
above. Immediately after irrigation of wound was started the cyst 
wall was extruded. It was a whitish, glistening, laminated membrane, 
about six inches square. 

There has been a considerable daily discharge from the wound of 
a shreddy white fluid, which has assumed a yellowish tinge and gradu¬ 
ally diminished in amount. Patient allowed up on October 10. 

Now up and about daily. Wound is quite small, just admitting 
a probe, which may be inserted about two and one-half inches. 
Daily irrigations with red-wash. Discharge very slight, scrosangui- 
neous in character. 

For last four days boric-acid ointment injections have been used. 

H/EMATOCELE FROM A RUPTURED TUBAL PREGNANCY 
COMPLICATED BY ACUTE PERFORATIVE 
APPENDICITIS. 

Dn. Gkokuk Emerson Brewer reported the history of a woman, 
aged twenty-nine years, who was admitted to the gynaecological ser¬ 
vice of the City Hospital in July last, suffering from acute abdominal 
pain, fever, and great physical prostration. She stated that two days 
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before her admission she was seized with an attack of acute pain in 
the lower abdomen, which was followed by great physical weakness. 
Her temperature on admission was about ioo° F., pulse 90. An ex¬ 
amination of the abdomen revealed the presence of a moderate 
amount of muscular rigidity in the hypogastric and right inguinal 
regions, with marked tenderness and an increased sense of resistance 
immediately above l’oupart’s ligament. Vaginal examination showed 
the right half of the pelvis to be occupied by a firm, tender mass, 
which bulged considerably into the posterior fornix. 

The day following her admission she seemed better, complained 
of less pain and weakness, and as the temperature and pulse were de¬ 
clining no operative intervention was deemed advisable. She con¬ 
tinued to improve for another twenty four hours, during which she 
was first seen by the writer, who was temporarily in charge of the 
service during the absence of Dr. Wiggin. 

The following day, however, she again experienced acute colicky 
pains in the lower abdomen, gradually increasing in severity and ac¬ 
companied by nausea and a sharp rise of temperature. These symp¬ 
toms progressed rapidly, and, as there was a marked increase in the 
tenderness and muscular rigidity and a progressively increasing dis¬ 
tention, she was immediately prepared for operation. 

Under chloroform ameslhesia an incision was made in the vaginal 
vault and a Peak-director introduced into the centre of the mass. 
As only a small amount of dark-colored blood escaped, the vagina 
was packed with gauze, the position of the patient changed, and the 
abdomen opened by a median incision. This revealed a ruptured right 
Fallopian tube, a large intraligamentous harmatocelc, and an enormous 
mass of firm clotted blood in the pelvic cavity extending up to and 
partly invading the ileo-carcal region. In the centre of this mass 
the writer found an acutely inflamed appendix, with a gangrenous 
perforation near its tip. The appendix was amputated in the usual 
manner, the tube, lucinatoccle, and small clots removed, the cavity 
irrigated with hot-salt solution, thoroughly dried, and closed with a 
large cigarette drairr, extending from the lower angle of the wound 
to the pelvic floor. The pulse and temperature immediately declined, 
and, with one exception, neither rose above ioo° F. during her conva¬ 
lescence. 
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I.IGATION OF EXTERNAL ILIAC FOR FEMORAL ANEU¬ 
RISM THREE YEARS AFTER LIGATION OF THE 

FEMORAL ARTERY FOR POPLITEAL ANEURISM OF 

THE SAME SIDE. 

Dr. Wii.i.y Meyer presented a man, thirty-eight years old, with 
an old history of syphilis, who was operated on for popliteal aneurism 
by Dr. A. G. Gcrster about three years ago; the femoral artery was 
tied at about the middle of the thigh, and the patient was discharged 
cured. He returned to the hospital last April with an aneurism of 
the femoral artery, directly underneath Ponpart’s ligament, about the 
size of two fists. Dr. Meyer thereupon ligated the external iliac, and 
this was promptly followed by a disappearance of the tumor. The 
patient attends to his daily work, now and then he complains of 
some weakness in the left lower extremity. 

In reply to a question as to whether he cut the artery between 
two ligatures or simply occluded the lumen of the vessel, Dr. Meyer 
replied that he had employed a single silk ligature, without cutting 
through the coats of the artery. The speaker called attention to the 
method of his cutting when operating for aneurism. It is done at 
two times. First the artery is tied according to Hunter. About 
eight or ten days later, after healing of the first wound, the aneurism 
is incised, emptied, and packed with gauze. The artery heals from 
the bottom under compression. This method should be practised in 
such cases only where infection from faeces or urine is not liable to 
take place. 

THORACOPLASTY FOR BRONCHIAL FISTULA. 

Dr. Wii.i.y Meyer presented a boy, nine years old, with a his¬ 
tory of chronic bronchitis dating back five or six years. A physician 
who was consulted in April, 1898, pronounced the case one of sac¬ 
culated empyema. Soon afterwards the boy entered a hospital, where 
a thoracotomy was done, the operation being followed soon by a 
second one with the resection of a rib. There remained a sinus 
which continuously discharged. 

When Dr. Meyer first saw the patient in June, 1898, he injected 
fluid into this sinus with a view to determine the capacity of the 
cavity. Under violent coughing spells it was evacuated through the 
mouth, together with much pus, thus proving the existence of a 
bronchial fistula. In order to gain free access to the pus-cavity in 
the chest, Dr. Meyer made use of the former two parallel incisions, 
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which lie united by a perpendicular cut through the old fistula; this gave 
two lateral flaps, which were turned back, and three ribs were resected. 
The pulmonal pleura was tightly adherent to the costal, there was no 
empyema cavity. On resecting the third rib above, a granulation 
was found, through which the probe led into the depth and also down 
to the old fistula. The probe, well curved, penetrated the lung- 
tissue. The latter was divided down to the probe with Paquelin 
cautery. At the upper end an opening about the size of a small pea 
was found, the lumen of a bronchus into which a probe could be 
introduced. To this the Paquelin cautery was also applied ; the entire 
cavity was packed. The sinus in the chest wall closed in about two 
months. Now it reopens at times and a small amount of pus oozes 
out. In addition to this, when the boy laughs or coughs, he evacu¬ 
ates through the mouth a large amount of pus. 

Dr. Meyer said he thought that in this case he had to deal not 
only with a bronchial fistula, but also with an abscess of the lung, 
probably due to bronchotomy. 1 le intended to aspirate the lung and 
open the abscess if pus were found. 

GASTROSTOMY FOR CANCEROUS STRICTURE OF THE 
(ESOPHAGUS. 

Dr. Wti.iv Meyer presented a woman, forty-five years old, upon 
whom he had performed gastrostomy for the relief of cancerous stric¬ 
ture of the (esophagus on May 5. Kadcr’s method of gastrostomy 
was done, with an excellent result. The woman, in addition to the 
food she receives through the tube, is now able to take liquid and 
semisolid nourishment through the mouth. 

Dr. Meyer said he considered Kader’s method of gastrostomy 
preferable to any other. In the case he presented there was not the 
slightest leakage about the tube, nor was there any inflammation of 
the skin in that region. 

As regards the prognosis in a case of cancerous stricture of the 
cesophagus, the speaker said that in all the cases he had operated on 
death had occurred in less than one year after the operation, about 
eleven and one-half months being the extreme limit according to his 
experience. 

EXCISION OF SCAPULA’FOR SARCOMA. 

Dr. Arpad G. Gerstkr presented a lad, eight years of age, who 
was admitted to the Mount Sinai Hospital, July 1, 1S99, 

17 
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Three months before admission, lie had complained of pain in the 
right shoulder. An examination at that time by the family physician 
revealed the presence of a slight swelling in the scapular region. 
The pain disappeared spontaneously, and no further attention was 
paid to it until six weeks before admission, when the pain returned, and 
upon examination the swelling was found to be markedly increased. 
There was at this time a rise of one degree of temperature in the 
evening. 

On admission his general physical condition was satisfactory, no 
evidence of disease being found other than that in the shoulder region. 
Over the right infra-spinatus muscle was found a hard, oval, resisting 
mass, reaching from the spine of the scapula to its angle. This was 
firmly attached to the scapula. Skin over tumor normal in appear, 
ance and freely movable. On July 5, under chloroform anaesthesia, 
an exploratory incision was made by Dr. llerg, and a small fragment 
of the tumor removed for microscopic examination. 

As the report of the pathologist was that the growth was of sarco¬ 
matous nature, on July 11 an operation for its complete removal was 
undertaken by Dr. Gerstcr. Two incisions were made, each begin¬ 
ning at the coracoid process of the scapula, and ending at a point 
just below its angle. Between these two points the incisions diverged, 
one passing down over the posterior and the other over the axillary 
border of the bone. The muscular attachments were all divided, and 
the entire scapula, including the subscapularis, supra- and infra¬ 
spinatus muscles, removed, with the exception of the small point of 
the coracoid process which gave origin to the tendons of the biceps 
and coraco-brachialis muscles. 

The haemorrhage was profuse, but easily controlled. The wound 
was closed with button and silkworm-gut sutures, a small gauze drain 
being left in the upper angle, which extended into the shoulder-joint. 

A slight wound-infection followed, but in no way interfered with 
the healing of the wound, which was complete in four weeks. 

WALKING APPLIANCE IN CASES OF EPIPHYSEAL SEPA¬ 
RATION OR FRACTURE OF THE NECK OF THE 
FEMUR IN YOUNG PERSONS. 

Dr. Royai, Whitman presented a boy, fifteen years old, who, 
about four weeks ago, was injured while playing foot-ball, resulting in 
an epiphyseal separation at the right hip-joint. 

Dr. Whitman said his chief object in showing the patient was to 
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illustrate a convenient form of walking appliance, which had been 
found very satisfactory at the Hospital for Ruptured and Crippled, 
not only in cases of epiphyseal separation, but also in cases of fracture 
of the neck of the femur in early life. The appliance consists essen¬ 
tially of a plasterof-Paris spica bandage reaching to the knee, supple¬ 
mented by a traction hip-splint. By this means the weight of the 
body is removed, sufficient traction is exerted to overcome its mus¬ 
cular spasm, and the joint is effectively splinted. 

Dr. Whitman said he advised the use of this appliance during the 
stage of repair. 

Dr. Howard Lii.ienthal thought that such a splint would be 
indicated in the very beginning, providing there was no great effusion 
of blood, with swelling. The plaster-of-Paris bandage kept the rela¬ 
tionship between the pelvis and femur quite perfect, and there was 
extension; he saw no reason why the appliance should not be advised 
earlier. 

FURTHER OBSERVATIONS ON DEPRESSION OF THE 

NECK OF THE FEMUR IN EARLY LIFE, (a) FRAC¬ 
TURE; (I) EPIPHYSEAL SEPARATION; (c) SIMPLE 

COXA VARA. 

Dr. Royal Whitman read a paper with the above title, for which 
see page 145. 

FOLLICULAR PERFORATION OF THE ILEUM. 

Dr. George E. Brewer presented a specimen obtained from a 
woman, forty years old, who was brought to Mount Sinai Hospital 
about two weeks ago, suffering from a strangulated femoral hernia 
which had existed four days. An immediate operation was done. 
About seven inches of very dark intestine were found in the hernial 
sac, which also contained a certain amount of discolored fluid. As 
soon as the constriction was relieved, the color of the gut improved, 
and it was decided to drop it back. After twenty-four hours the 
patient developed symptoms of peritonitis, and died very suddenly. 

Autopsy .—As soon as the abdomen was opened, free gas and also 
pus escaped through the incision, showing that a perforation existed. 
The portion of the gut which had been strangulated, although s6me- 
what necrotic in parts, showed no perforation; but seven inches 
above the strangulated area there was found a distinct perforation of 
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the ileum; the peritoneal surface was the seat of recent adhesions, and 
the mucous membrane in that neighborhood was in a state of acute 
enteritis. Two or three distinct lesions were found. 

Dr. Brewer said he was at a loss to understand the cause of the 
condition found above the seat of the constriction in the case he re¬ 
ported. He referred to the statement made in Kiinig's “ Surgery ” that 
this condition has been observed in a number of cases of strangulation 
of the gut, and has been attributed to the intense traction upon the 
mesentery, which interferes with the blood-supply; it has also been 
attributed to the fact that there is an accumulation of farces above 
the seat of the constriction, which distends the gut; and this, in ad¬ 
dition to the impaired blood-supply, brings about necrosis. Konig 
does not mention the possibility of a perforating ulcer occurring in 
connection with this condition. 

Dr. A. 11 . Johnson said that inasmuch as solitary perforations of 
the ileum were quite uncommon, he desired to put such a case on 
record which had come under his observation a few weeks ago. The 
patient was a man who had been operated upon by Dr. Abbe recently 
for an anthrax pustule of the cheek. From this operation he ap¬ 
parently recovered and went home. Three weeks later, while seem¬ 
ingly enjoying perfect health, he was taken with a severe abdominal 
pain, with vomiting, which induced him to return to the hospital. 
The following morning, when Dr. Johnson first saw him, the abdo¬ 
men was rigid, and it was evident that he had to deal with an intra¬ 
abdominal inflammation. Upon opening the abdomen he found a 
generalized peritonitis, and in the ileum, about two feet above the ileo- 
caecal valve, was a round perforation of the entire thickness of the gut, 
from which a considerable amount of freces and gas was escaping. 
The perforation was ulcerative in character. It was excised and the 
wound was closed. Death occurred on the following day. A 
specimen examined by the microscope revealed only the presence of 
colon bacilli and some diplococci which could not be identified. 
The lesions evidently had no connection with the man's previous 
anthrax. 

Du. Wii.i.y Meyer said that about one year ago Professor Koclier. 
of Berne, had published a very complete article, with a number of 
beautiful illustrations, on the subject of ulcer perforations of the gut 
occurring above the seat of strangulation. He called these ulcera¬ 
tions distention-uicers ( dthnungs-geschwiire ), and gave for their 
occurrence about the same explanation as Dr. Brewer had given. 
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CHOLELITHIASIS WITH CHOLECYSTITIS. 

Dit. Charles K. Briddon presented specimens obtained from a 
woman, aged sixty-two years, who for about four years had had some 
abdominal bloating, pain in the epigastric region, and constipation. 
Attacks would occur every third or fourth month, and would persist 
for three or four days or a week. She had never had a symptom 
pointing towards bilious colic, no jaundice, no clay-colored stools, no 
renal symptoms. 

Two days before her admission to hospital, she began to have a 
dull pain in the epigastrium and some pain over the region of the 
gall-bladder. When the pain began, she vomited once or twice, and 
thinks she had a slight chill; bowels constipated. The next day she 
vomited again; pain about the same; bowels moved by catharsis. 
When seen by physician that day her temperature was 102° l'\, pulse 
120 . 

On admission to hospital, 7 l'.M., September 13, 1899, the patient 
presented for examination the following conditions; She was fairly 
well-nourished; face slightly anxious; no icteric hue to skin or con¬ 
junctiva:. Tongue dry and coated; heart action good but rapid; 
no murmurs, l’ulse has some tension; arteries thickened; lungs 
negative. Respirations, 34. Abdomen not distended, but muscles 
held rather rigid over all, particularly marked on right side. There 
is pain on pressure in the right lumbar and hypochondriac region, 
the most sensitive point being two inches to the right and one inch 
above umbilicus. At this point is definitely felt a hard globular 
tumor, size not made out. It moves with respirations. 

Pulse 126, temperature 103° E. Patient prepared locally for ope¬ 
ration, which was performed two hours after admission. 

Upon opening the abdomen, an engorged and tense gall-bladder 
of mahogany liver-color, was exposed. The surrounding peritoneal 
cavity was well protected with compresses, and an exploring-necdle 
inserted into cavity of gall-bladder, which withdrew a copper-colored, 
odorless fluid. The gall-bladder was then opened by an incision 
three-quarters of an inch long. This evacuated about six ounces of 
bile-stained fluid containing some pus; a finger introduced into 
bladder detected several calculi. These were removed by spoon and 
forceps, the largest calculus weighing 11.1 grammes. The cavity of 
the bladder was then cleansed with sponges. The wound was partly 
closed below with drainage into peritoneal cavity. The edges of the 
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gall-bladder being sutured to parietal peritoneum with chromic gut, 
a gauze drain was left in bladder. 

Convalescence was uneventful. The day after operation, patient’s 
temperature was ioi° F., and subsided gradually, reaching normal on 
the sixth day. Pulse proportionate. Bowels moved regularly after 
the third day, and were of good color. 

Wound dressed on third day. Peritoneal wound clean, no bile 
had escaped from bladder; on the seventh day peritoneal wound was 
allowed to close; much bile escaping from gall-bladder into wound. 
Nineteen days after operation, patient was up, wound nearly healed. 
Patient discharged October 6 , twenty-four days after operation; 
wound entirely closed, except for a very slight biliary fistula, which 
discharged about one-half drachm of bile in twenty-four hours. 



